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Perspectives on this Issue of the IJSWhen I first started out in surgery very few of my surgical
chiefs knew the results of their own operations. In areas of
controversy, case series were published promoting one
approach over another and I formed the impression that
the surgical bystanders made their choice according to the
charisma of the leading proponent of a technique or
whether they enjoyed the technical challenge it offered.
I remember once sitting in the audience as a young man,
when two great surgeons, equally charismatic, were pro-
posing radically different procedures for ulcerative colitis.
One passionately advocated a pan-proctocolectomy whilst
the other, with equal conviction, proposed total colectomy
and ileo/rectal anastamosis. The outcome for the patient in
quality of life could not have been more different. I left
that meeting confused and asked a senior colleague what
he made of it. His ironic response was both witty and
contained a grain of truth: ‘‘-Baum, there are only three
indications for an operation. First you witness someone
doing it and fancy having a crack at it yourself. Next, you’ve
done it a few times and really enjoy the way it passes the
time. Finally the patient actually needs it!’’.
When I first started as Professor of Surgery at Kings
College Hospital in London 25 years ago, one of my
predecessors, Mr. Harold Edwards, handed over all his
case records since the time he was a young man in the
early 1930s. He specialised in upper GI surgery in the days
before vagotomy and three generations away from H2
receptor antagonists. As a result he had a huge meticu-
lously recorded series of gastrectomies for duodenal and
gastric ulcers and gastric carcinoma, with beautiful hand
drawn coloured pictures of the view down a rigid gastro-
scope, gross pathology of the resected specimen and the
histopathology. Postoperative complications were also re-
corded but not long-term follow-up. This was surgical audit
taken to an obsessional degree, yet sadly there was nothing
I could learn from his lifetime experience. Yes, he could
perform a beautiful gastrectomy in record time, but was
that the best treatment for peptic ulceration in the new era
of vagotomy and pyloroplasty. Audit for the sake of audit
makes no sense unless the procedure itself is of proven
efficacy compared with other approaches. Given the way
the NHS is drifting and the pressure from the alternative
medicine lobby, I can imagine the nightmare scenario of1743-9191/$ - see front matter ª 2006 Surgical Associates Ltd. Publi
doi:10.1016/j.ijsu.2006.11.002carrying out an audit of homeopathy to ensure that arnica
Montana 30C was given postoperatively to prevent bruising.
For those not in the know, 30C represents one molecule of
the mother tincture diluted in the volume of the solar
system (see Patterns of usage of complementary and alter-
native medicine in general surgical pp. 206).
No, the only value of systematic audit is to check
morbidity and mortality against the performance of proven
interventions and by proven I mean those procedures
supported by the results of randomised clinical trials
(RCTs). I’m sure I don’t have to remind the sophisticated
readership of this journal of the rationale of RCTs but I will
none the less. RCTs represent the scientific principles
applied to clinical practice. The randomisation process
corrects for systematic bias (case mix) and the play of
chance. They also avoid the bias of the unblinded observer.
The impact of case mix can be very subtle and include not
just the gravity or prognosis of the cases selected but even
more subtle differences such as race (see Coronary artery
bypass graft surgery outcomes among African-Americans
and Caucasian patients pp. 212).
We’ve come a long way in the last 40 years from the days
where surgeons rarely collected data on their own results
to a time when audit in front of your peers at weekly
meetings is de rigeur.shed by Elsevier Ltd. All rights reserved.
196 EditorialEvidence-based protocols of treatment are common-
place and routinely monitored at regular mortality and
morbidity (M&M) meetings, that to some extent are
mandatory in many national health services. But is this
the final frontier? The next logical step would be to
offer these data not only to our masters but to the
general public to allow them information to make
rational choices when they or their fiduciary wishes
to select a surgeon. This of course is a highly pro-
vocative and contentious suggestion and I won’t
disclose my own position on this matter. Instead I will
leave it to you to reach your own conclusions after
reading the extremely erudite debate: ‘‘This house be-
lieves that Surgeons outcomes should be published in
the lay press’’ (pp. 199).Ranking tables exist in premier league football, with the
ranking heavily dependent on the capacity of the club to
pay the astronomical transfer fees for the star players in
a global market. Even they can have off days as when
Croatia beat England 2-0 in October. Could this happen in
premier league surgery? If so I’m ready for transfer, but
sadly long past my sell by date.
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